Dr. PRINGLE said he did not think the case tallied in any respect with the original conception of angiokeratoma as first described by Mibelli in 1889, his own cases being published in the British Journal of Dermatology in 1891. The original cases presented merely dilated telangiectases with some horny keratosis on top of them, but ulceration was foreign to it. He believed the case shown was an instance of tuberculosis occurring in a person with low peripheral circulation. Most dermatologists now agreed in negativing any direct connexion between chilblains and tubercle. He was well aware that certain aberrant types of angiokeratoma had been described and accepted as such since the dates mentioned, but he thought it would be a pity to extend the term " angiokeratoma " to the present condition.
Case of Parakeratosis Variegata (?)
By A. WHITFIELD, M.D.
THE patient was a baker, aged 57. On December 21, 1908, he was operated upon for hernia, and, owing probably to lying in a bad position after the anmsthetic, he developed soine paresis of the right arm. This was treated with the battery and passed away. Three mnonths lateri.e., about one year and eight months ago-he developed the present eruption on the right arm. This got gradually worse, and then, about nine months ago, appeared on the left arm, since which time it had remained more or less stationary with a tendency to become more marked.
On exhibition the rash was seen to be limited to the forearms and the lower thirds of the upper arms. There was no rash elsewhere on the body or in the mouth. The eruption was more marked on the flexor than the extensor surfaces and consisted of an exquisite network of bluish-red, very flat lesions. On studying these closely it was found the lesions were in some cases very slightly raised, in others slightly depressed. They were polygonal in outline, showed no surface disturbance, and partly disappe-ared on pressure, leaving a brownish stain. In the lesions one could make out with a lens a certain amount of capillary telangiectasis, but there were no white strise such as one sees with lichen planus. No infiltration could be detected with the finger. Itching was slight. A biopsy had been performed with the following results:
In places there was a patchy pigmentation of the basal epithelial layer. Over one of the lesions the epidermis was markedly atrophied, the palisade layer having disappeared and the mucous layer being reduced to four or five flattened cells resembling in shape those of the stratum granulosum; the granular layer itself was present and the horny layer apparently normal. Beneath the atrophied epidermis, which was sharply limited, there was a well-defined small patch of lymphoid infiltration, the pressure of which appeared to be flattening out the epithelium above. The rest of the skin was apparently normal. It would seem that the early lesion was the infiltration which caused slight raising of the skin surface, and by interfering with the circulation determined the telangiectasis. After a time the epidermis atrophied over the infiltration, causing flattening of the papule and resulting in shallow depressions where the infiltration resolved.
The exhibitor said that the diagnosis was quite tentative, but the eruption strongly resembled that in Dr. Colcott Fox's classical case.
DISCUSSION.
Dr. GALLOWAY remarked on the fact that the eruption in this case was on the arms and nowhere else on the body. The distribution and appearance suggested that the erythematous and atrophic condition of the skin might be due to the long continuance of some form of irritation arising possibly in the patient's occupation. Members of the Section were no doubt familiar with various forms of irritation and chronic inflammation of the skin which advanced to a condition of local atrophy, and it was often difficult to give an exact explanation of their cause. He quite recognized the points of resemblance in the patient's condition to what had been termed "parakeratosis variegata." Dr. Galloway said he would be glad if Dr. Whitfield, in his reply, would state what he considered the clinical criteria determining the diagnosis between the very chronic forms of "seborrhoeic inflammation" and "parakeratosis variegata." Did he think that the superficial infiltration of the cutis in the latter condition could be recognized by clinical observation ?
Dr. PRINGLE said he thought it was probably an example of so-called "parakeratosis variegata," but it was in such an early stage that one could not be certain. The microscopic appearances of the sections shown entirely confirmed the diagnosis of the exhibitor. Wbhile sympathizing with the view of Dr. Whitfield as to the undesirability of unnecessarily overloading dermatological terminology, he agreed with some of this critics that the term "parakeratosis" could only be considered as suitable on the lutcuis a non lucendo principle. He much preferred Dr. Radcliffe-Crocker's name of "lichen variegatus," the disease having close clinical resemblances to lichen planlus, for which it was so frequently mistaken; even the microscopic appearances had much in common with true lichen.
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Dr. WHITFIELD, in reply, said he did not wish further to burden the already heavy nomenclature of dermatology. The train of symptoms which had been described under the name given was marked by the absence of parakeratosis and the presence of infiltration. He might have called it Unna's disease, but he preferred the name under which it appeared. It was extraordinarily retiform. At first he thought it was telangiectasis until he got a good light on it, and then it was found to consist of lichenoid papules, some above the skin and some below. That put out of court anything like superficial epidemic catarrh, and it left one with only lichen planus as an alternative in addition to parakeratosis variegata.
Case of Keratosis of the Finger. By A. WINKELRIED WILLIAMS, M.B.
THE patient was a medical man who had a small patch of keratosis surrounding the pores of one finger resembling the porokeratosis reported by Mantoux from Brocq's clinic.' Twenty years ago the finger was cut when the patient was dissecting. The cut healed by first intention, but one month later the skin around the scar became rough and some years after slightly verrucose. It had been treated by chemical caustic and by the X-rays. The latter removed the condition for a few months, but it had subsequently returned in the same arm and had persisted.
Dr. PRINGLE said that he agreed with Dr. Williams that the case was a "keratosis," but it was certainly not the disease first described by Mibelli as "parakeratosis."
